Visiting health services are a feature of health care delivery in rural and remote contexts. These services are often described as 'fly-in fly-out' or 'drive-in drive-out'. Posing the question 'What are the different types of visiting models of primary health care being used in rural and remote communities?', the objective of this article was to describe a typology of models of health services that visit remote communities. A systematic review of peer-reviewed literature from established databases was undertaken. Data were extracted from 20 papers (16 peer-reviewed papers and four from other sources), which met the inclusion criteria. From the available evidence, it was difficult to develop a typology of services. The central feature of service providers visiting rural and remote districts on a regular basis was consistent, although the service provider's geographical base varied and the extent to which the same service provider should be providing the service was not consistently endorsed. While a clear typology did not emerge from the systematic review, it became apparent that a set of guiding principles might be more helpful to service providers and planners. Focusing policy and decision-making on important principles of visiting services, rather than their typological features, is likely to be of ultimately more benefit to the health outcomes of people who live in rural and remote communities.
In general, people living in remote and rural areas of Australia experience poorer health compared to people living in cities. 1 One of the key reasons for the poorer health outcomes of rural and remote Australians is the difficulty in accessing basic health care. The rate of preventable admissions to hospital rises dramatically with increasing remoteness. 2 Furthermore, the percentage of Indigenous Australians in an area increases with remoteness. 3 It is important, therefore, to ensure that the strongest possible primary care systems exist in remote and rural areas, particularly in Indigenous communities, in order to prevent illness, serious complications and the avoidable expense (both direct and social costs) of hospitalisation.
It has been suggested that one way to improve both access to health workers and overall retention of health workers in rural and remote areas is the use of visiting services or fly-in fly-out (FIFO) and drive-in drive-out (DIDO) services. 4, 5 Remote and rural communities with small populations cannot support a full range of resident health professionals and therefore visiting services enable access to services that would not otherwise be available. Different categories of visiting services have been described: 6 • Specialist outreach services • 'Hub-and-spoke' or 'outreach' arrangements for various allied health and specialist programs
• 'Orbiting staff' who spend large amounts of time (12 months or more) in one or two communities
• Long-term shared positions in which the same health professionals service the same communities and
• Short-term locum or agency staff.
This project aimed to provide essential data to inform policy-makers, service planners and researchers about the types of visiting services that are available in remote communities with the highest health needs in the country. The specific research question that guided this review is: 'What are the different types of visiting models of primary health care being used in rural and remote communities? ' Given the widely varying nature of current visiting services, it is important to differentiate them within some typology of visiting services before turning our attention to the impact of these visiting services. Currently, there is considerable confusion about exactly what sort of visiting service model or models are being referred to in the diverse literature. There appear to be significant differences in visiting service models, and for this reason, it is imperative to describe exactly what these differences are, with a view to examining in subsequent research how the visiting service model might impact on existing services, the resident workforce, and the delivery of primary care.
Background
Travelling long distances has been acknowledged as a standard medical practice in remote and rural Australia. More recently, however, there has been a perceived substantial increase in short-term locum or agency staff who move from community to community. 7 The Australian Government has supported this trend in the form of funding for the Remote Area Health Corps which offers short-term, one-off, paid remote placements of 3 weeks to 3 months to urbanbased health professionals (https://www.rahc.com.au/). There has also been a proliferation of private staffing agencies. The Rural Health Outreach Fund, which supports the delivery of a range of primary health care services in rural, regional and remote Australia, prefers an outreach model of care where a health professional travels to a community from a city or larger town for 1 or 2 days at a time and returns regularly. 8 However, there has been increasing apprehension about the impact that these visiting practices have on patients and long-term resident staff. 6, 9 There is a concern that where FIFO or DIDO services are used in communities that are large enough to support resident-based health professionals, they could have a 'deleterious effect' on the community. 7 As the need for effective primary care services in rural and remote areas is paramount, identifying when it is appropriate to provide 'visiting' in contrast to 'resident' primary care services is critical. 10 A number of problems might develop when resident teams are partially or largely replaced by short-term locums. The high turnover of short-term staff means that long-term staff members constantly have to orient new staff, 9 which places additional pressure on longterm staff and creates more stress.
11 Short-term staff are paid more than long-term staff 6 and this disparity in remuneration might also contribute to job dissatisfaction, which erodes the resident workforce base.
There is strong anecdotal evidence from service providers that total expenditure on locum nursing and medical staff has risen greatly.
There is substantial evidence that effective services are built on communication and trust. [12] [13] [14] [15] This is particularly the case in Indigenous communities. High turnover of staff might result in an impersonal, superficial service lacking continuity of care. Remote clinical staff have reported anecdotally that the constant turnover of staff in remote communities is associated with a decrease in service effectiveness.
The employment of staff from urban areas to work in rural and remote areas for short periods of time has led to concerns about how this workforce practice affects the health and well-being of people living in remote and rural areas. 6 Staff might not have the knowledge and experience necessary to treat conditions in rural and remote Australia 9, 16 and there is anecdotal evidence that this is resulting in more medical evacuations. There are also concerns about the cultural appropriateness of such practices, as cultural competence is very important when providing accessible health services to Indigenous communities. 13, 17 It can be difficult to coordinate multiple visiting services. 9 This results in the 'bombardment' of communities, which do not have the space to house all the services at once and thus means that resident staff cannot spend the time needed with visiting professionals for case conferencing and skill development. 13 Continuity of care, a key dimension of primary care, might also be jeopardised by heavy reliance on shortterm visiting staff. 18 Regardless of the model of visitation that is adopted, if it is the same visiting staff that return to the same communities, then the impact of problems related to orientation of staff, continuity of care and the establishment of trust and effective communication might be minimised.
For visiting services to be successful and for remote and rural communities to optimise health outcomes, it is paramount that strong resident primary health care teams continue to be built. This is acknowledged in strategic action 1.1 of the current National Rural and Remote Health Workforce Innovation and Reform Strategy, 19 which means to 'identify and promote best practice models for the coordination of visiting locum and FIFO/DIDO health providers with local services', taking into account the impact this increasing trend is having on the stability of the permanent workforce.
Internationally, however, documentation on primary care outreach activities is very poor. 4 There is also a dearth of data relating to the recent increase in shortterm staff working in rural and remote Australia and the impact they have on the resident workforce and the effectiveness of current services. 20, 21 The recent parliamentary inquiry emphasised the need for a comprehensive public health policy around the use of FIFO medical services, acknowledging the burden it places on resident staff and reflecting the true cost of service provision. 7 The recent Mental Health Services in Rural and Remote Areas program evaluation 22 recommended that the appropriateness of new and innovative models of service delivery should be considered. The phenomenon of FIFO workforce practices is one that, to date, has been largely uninformed by comprehensive, reliable data.
Methods

Search strategy
Inclusion and exclusion criteria, including the time period , are documented in Table 1 . (A review protocol was not established in the public domain; however, procedures and forms are available from the corresponding author.)
A number of large, established, peer-reviewed literature databases were searched. 'Grey' literature was accessed through websites and key informants. Table 2 lists the databases and websites that were searched, as well as the search strategy. The same terms that were used in the database searches were used when searching websites for the grey literature. Key informants, including members of the research team, also provided papers. Figure 1 describes schematically the screening process for selecting papers from the database. After removing duplicate titles, two reviewers scanned the titles from the total pool of titles obtained from the search. Then, the research team reviewed titles and abstracts to select the most suitable papers according to the research question and the inclusion and exclusion selection criteria ( Table 1) .
Methods of screening and selection criteria
As specified in Table 1 , the selection criteria included variables, such as the time period and the geographical distribution of the papers. The full papers from this set were collected and the same team of reviewers used a standard data extraction proforma to further refine the selected sample. To complete this task, four of the researchers worked in two pairs, with each pair reviewing half of the selected set. Where there were discrepancies within the pair, these were first discussed by the pair and, if consensus could not be reached, a fifth researcher adjudicated.
Data extraction
With the final set of papers selected, of primary interest were the types of visiting services described, with particular interest in the way in which these services were staffed and delivered. The data extraction process therefore included information about the types of services and the way in which service delivery was described. Quality was also assessed using criteria based on questions, such as 'Is this study underpinned by a strong body of knowledge?', 'Are the service models explicitly described?' and 'Does the method accord with the objectives of the study?', although it should be noted that quality was not the prime concern of the review. Other contextual information relevant to the research question was also noted, such as the geographical focus of the paper and the year of the study. Figure 1 describes the process of screening the initial 625 papers selected from the electronic databases, websites and key informants. Finally, 20 papers were included for data extraction. Table 3 lists the papers and how the papers were located.
Results
Study characteristics
The final papers were heterogeneous in both methods and content. Table 3 demonstrates that some papers were purely descriptive, in contrast to others which reported the findings from some limited form of empirical enquiry.
Types of visiting service models
Although all papers shared the common defining characteristic of services being 'non-resident' for any significant period of time, different terminology was used to describe the nature of visitation; namely, visiting services, mobile clinics, hub-and-spoke models, mobile branch surgeries, mobile outreach clinics, mobile vans, tiered hub-and-spoke models, mobile treatment centres, mobile health and wellness services and check-up and information services (Table 3) .
Despite the differing terminology, 6 the systematic review indicated that visiting service models fell broadly into one of the two basic types. The first type was a 'hub-and-spoke' model in which visiting health professionals travelled regularly to outlying communities or regions from a central base. The second type of visiting service comprised some form of mobile clinic or team which travelled throughout districts or communities and visited a central support base less frequently. In some instances, it was difficult to discern whether a central base was visited at all and what was the nature of the base.
Some mobile services visited areas where no resident health professionals practised, whereas others provided The same search terms were used for these websites as were used for the databases additional resources which supplemented existing residential health services. A wide variety of health professional disciplines characterised each of the different types of visiting services (Table 3) . Some papers 25, 32 highlighted the importance of continuity of staff in providing primary health care to their catchment population (Table 3) .
Discussion
This systematic review was initiated to better understand the commonalities and differences between the various types of visiting service models in remote health contexts and to ascertain whether these might form the basis of some typology of visiting services.
The final set of papers revealed that, while all visiting services shared some characteristics, there also existed considerable heterogeneity with regard to the way in which the services were described and the salient issues that were identified.
It was clear from this review that, despite the different nomenclature used, visiting service models (excluding agency staffing) appear to fall broadly into one of two different, basic types of services that might best be termed 'hub-and-spoke' (visiting from a central base) or 'mobile' services (travelling from location to location). This distinction, however, did not seem to have significant implications for key aspects of primary care service provision. Rather, the factors important to effective primary care service provision seem to Nurse include: whether the visiting service is adequately meeting community needs; for example, through regular and suitably frequent visits; continuity of care provider; the visiting service's impact on any resident workforce; the ability of providers to build and sustain relationships with patients and the communities being serviced; coordination of services; collaborative arrangements with resident staff, including integration with existing services; and prior experience and familiarity with the needs and context of the community being serviced. Most papers dealt with only one specific visiting service. The heterogeneity of studies and the absence of enquiry into the generic characteristics of visiting services therefore led to the reconsideration of the initial research question. Rather than asking 'What are the different types of visiting models of primary health care being used in rural and remote communities?', it seemed much more relevant and useful to ask 'What are the important principles underpinning an effective visiting primary health care service?' Given existing knowledge of the requirements for sustaining an appropriate, effective and high-quality primary health care service, 40, 41 several key questions helped to identify the fundamental principles that should underpin any high-quality primary health care service. For example, the review revealed that, although staff continuity was described as essential to service design, very few papers considered this feature of remote health practice (Table 3) . 25 Despite the heterogeneity of the papers, and guided by this important question, it was possible to distil a number of important principles that should apply either implicitly or explicitly to all visiting services. This distillation process included an analysis of the data from the papers that had been retained for the systematic review within the context of a number of consensus-building discussions among the research team. Informing the research team's discussions was the knowledge, expertise and experience in remote health research and practice of individual team members, including their familiarity with other relevant research. 42 These principles relate to: 43, 44 and should form the basis of service design. If policy-makers, health service managers and other health decision-makers insisted on these considerations being attended to, there might be a systematic way of assessing the provision of visiting services and a consequent reduction in the health outcome disparity between citizens living in remote and rural versus metropolitan contexts.
Clearly, more research is required on the role and nature of visiting primary health care services in rural and remote areas. A limitation of this review and a potential area for further investigation was that, with regard to the grey literature, only Australian websites were searched. Another limitation of this study was the variable nature of the literature in terms of answering the original research question. Nevertheless, the variability in the papers that were selected was a catalyst for being instructive in terms of identifying important principles that could be used to enhance visiting services in remote and rural settings.
Conclusion
This landmark systematic review of the type of visiting health services in rural and remote locations produced a small number of papers that were diverse in terms of their purpose and methodology; yet, in many ways, were surprisingly similar with regard to the visiting services they described as being used in remote and rural communities. Most commonly, services that visit from a central base or that maintain a constant, mobile visiting service were described. Other possible types of visiting services were described at least conceptually, if not in actual practice terms. Perhaps most importantly, the information extracted from this review has helped to inform the development of a small number of important principles which could be responsible for the development of visiting services to use to ensure that these health services are maximally effective.
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